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AMENDED ‘ 0-
An annyal Recertificatian survey and complaint | F156
investigation #29519 wag completed an June 7,
2012, at Mabry Heaith Care and Rehab Cerniter, Step 1. Post information
No deficiencies were citad related to the regarding Medicaid benefits
complaint investigation under 42 CFR Part 483, | itoms and serviees available to
Requirements for Long Term Facliities, , Tesideats and/or any charges
F 158 | 483.10(b)(6) - (10), 483.10(b)(1) NOTICE OF F 156 ;‘;‘;ﬁlﬁn":nf;mfm‘;;ﬁ’“ 713112
§8=E | RIGHTS, RULES, SERVICES, CHARGES about possible pdmisein o
the . Additi
The facility must infarm tha resident both oraily doﬁﬂiﬁﬁ, ,ﬁ;&ﬁﬁ?ﬂ
and in writing in language that the resident edmission packet for review
understands of his or her rights and all rules and and completion upon
regutations governing resident conduct and . admission (Resident Choices
responsibilities during the stay in the facility, The for Professional Services,
facility must also provide the resident with the Canfidential Resident
netics (if any) of the State developed under ;}“‘“’c‘“ A?';‘ESR“‘;“;-
§1919(e)(6) of the Act. Such notification must be funds, Finsncit Agresmens
made: prior to ar upon admission and during the Copies of all docurzents wil]
resident's stay. Recaipt of such information, and bt made avaliable to resident
any amendments to it, must be acknowledged in and femily members at thg
writing. time of admission. Review
Informatian pericdicatly with
The'facility must inform each resident who is resident and/or family member
entitied to Medicaid benafits, In writing, at the fime duriag course of stay. ‘The
of admission to the nursing faciiity or, when the Medicare “glh;:z tppeal
resident bacomes eliglble for Medicaid of the c';;j:;;g;; for roviosy and
items and services that are included in nursing completion, CMS farm 10055
facliity services under the State plan and for (Medicare Clalm Appeal/Non-
which the resident may not be charged; those Coverage form) is now in. -
[otheritems-and-serviees that the facility offars - place and being utilized,
and for which the resident may be charged, and —.
the amount of charges for thase senvices; and
inform sach resident when changes are made to - -
the items and services specified in paragraphs (5)
{(I{A) and (B) of this section,

LARORATORY DIRECTOR'S DR FROVIDEF/SUPELIER REF SENTATIVE'S SIGNATURE (%) DATE
T ) Qe v N-T7-2012,
i lafici i iding it is dstermined tht
i i ients. (See instructlons, t far nuraing hamas, the findings stztad shove are disclogable 90 days
other safeguards provide sufficient protaction to the patients, (See instrust ) Exgep {hg abov findings and plans of GorTBcten me Ao e

i i . Far nursing homes, i
following tha date of survay whethar or not a pian of correction is pmvk_liad. nursing Ctad, an approved pian of comoction 15 reeeton 4 e
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F 156 | Centinued From page 1 F 1586
) F 156 (cont'd)
The facility must inform each resident before, or
at the time of admission, and periodically during Step 2. Resident #32,462 and
the resident's stay, of services availablz in the # 93 were not adversely
facility and of charges for those services, atfected by this documentation
including any charges for services not covered ‘ ;;L?;’;n]:g;;‘gz “;“ﬁm . -
under Medicare or by the fagility's per diem rate. due 10 the Sbsease of e
The facillty must furnish a written description of documentaton.
legal rights which inciudes: _ : Step 3. Documentation will
A desoription of the manner of protecting . be available 10 any resident or
personal funds, under paragraph (c) of this " family member concering
section: . Meditaid qualifications, .
Support systcms are gvailshle

A description of the raquirements and procedures f0 ursing home residents and
for establishing eligibillty for Medicaid, Ineluding #ppeal rights and notificarion
the right to request an assessment under saction
1924(c) which determines the extent of a couple's g;f;;g;:ﬁ::ﬁ% e
Non-exempt resources at the time of - Posted o the front offics area
mstltutlonanzat!on and afiributes to the community and copies gre available upon
Spause an equitable share of resourcas which request. Additional
cannot be considered availabie for payiment documentation added fo
toward the cost of the institutionalized sSpouse's admission packet for review
medical care in his or her process of spending #nd complesion upon
down to Medicaid eligibility levels, Sdrission
A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certifieation
agency, the State licensure office, the State
ombudsrman program, the protection and
advocacy netwark, and the Medicaid fraud controj
unit-and-a-statement-that the resident-may file a

.| complaint with the State survey and certification
agency cancemning resident abuse, negiect, ang
misappropriation of resident property in the
facliity, and non-compliance with the advance -
directives requirements.

Event IDTWAVF11 Faclity D: TN4401 If continuation sheot Page 2 of 21
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|

{¥4} 1D
FREFLX
Tas

. SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LsC IDENTIFYING INFORMATION)

FREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(FACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED T0 THE APPROPRIATE
PEFICIENCY)

D {XE)

CUMPI.E]10H—|
DATE

F 158 Continued From page 2

The facility must comply with the requirements
Specified in subpart | of part 489 of this chapter
related to maintaining writlen policies and
pracedures regarding advance directives, These
requirements includge provisions to inform and
provide written information t0 all aduilt residents
conceming the right to accept or refuse medieal
or surgical treatment and, at the Individual's
optian, formuiate an advance directive, This
includes a writtan tdescription of the facility's
palicies to implement advance direstives and
applicable State (aw,

The facility must inform 8ach residant of the
name, spaciaity, and way of contacting the
physician responsible for tis or her care,

The facility must Rrominently display in the facility
written information, and Provide to residents ang
applicants for admission ora| and written

i how to apply for and use

This REQUIREMENT is not met as avidanceq
by

Based on raview
interview, the faci
residents (%32,
reviewed with
notice,

of facility documentation and
ity failed to provide three

#82, #83) of three residents

an apprepriate liabifity and appeal

The findings included:

Revisw of facility documentation for thrae

F 1586
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F 158 | Cantinued From page 3 F 1586
residents #32, #62, and #93, revealed the
Medicare denial letter did not include the
notification of the beneficiary of his/her right fo
have a claim submitted to Medicare or advise of
the standard claim appeal rights if tha claim was
denied by Medicara.
Interview with the billing clerk on June 8, 2012, at
3:45 p.m., .in the front office, confirmed the facility
fafled to provide the residents the appropriate
liability and/or appeal notice.
Interview with the Administratar an June 5, 2012,
at 3:49 p.m., in the front office, confirmed the
faciiity failed ta provide the residents the a1
appropriate liability and/or appea! notice.,
F 241 ) 483.15(a) DIGNITY AND RESPECT OF F 244 Step 1. The facility will promare He2012
§8=p | INDIMIDUALITY I eath msidenty rights for dignity
| and respect of individuaiity, .)
The facility must promote care for residlent'? ina IJ :ﬁf::,‘l ‘E’Nﬂa’ﬁ%ﬂéﬁ;w -
manner and in an environment that maintains ar on rights end dignity 2) counseled
.| enhances each resident's dignity and respect in j CNA s;uﬁmygu :iursi:g “:;s %m.-.?:ruu
it i i uae onrd monitoring
full recognition of his or her individuality. | during meals and snacks (7o
nogure wash cloths are wsed prior
. i mals removing hefare mesls
This REQUIREMENT is not met as evidenced arosovered, Atter meal wro with
by: wash eloths available fol;1
Based an medical record review, observation, : dmmg.gsp;z;;;fymm soiicd
and interview, the facliity falled to honhar the after meal,
dignity of one (#38) of thirty eight residents Resident #36 Upon doextmenmtion
reviewed. aof nursimg noizs was :gum:wcd
and covwseled by nm}mg sliag 3&13 :
. . DO o use of wask clo .
The findings included: | during eal o tis e voioed
i understanding, but in mg.grds o
Resident #36 was admitted to the facifity on May | vision lassblindness rsident
7, 2012, with diagnoses including Diabetes | i 50 s g P
Mellits Type 2 unconfroiled, Hypertensian, ctre, St awart of needs per care
Hypokalemia, Chronic Pain Syndrome, Chronic plan repart
FORM CMS.2557{02-88) Pravious Varsions (bsolats Evant ID; W4VF11 Faclity 1D; TN4401 If continuatian sheat Page 4 of 21
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F 241 Continued From page 4 F 241 r -
Obstructive Puimonary Disease, History of Lung 41 ?,’Bﬁ" beginning 6-8-2012
Cancer, Thrombocytopenia, Depression, Anxiety, I B ustlon of care:
Dementia, Tatal Blindness, History of Prettmania, *  DON and ADON will monitor
Hyperkalemia, Acute Renal Failure, and History mﬂ?“w“?’““gm‘“‘." during
; s in dinning areas 3 times
of Dehydration. weakly for 3 manths to assure
izsues will be rasolved end . -
Observation on June 4, 2012, at 11:15 am., in promptly addross any fssues theg
the D-wing dining room revealed resident #38 "“.ﬂ“““"’“"‘hu"ng"‘“g M‘H‘d
feeding seif lunch. The resident picked up a o o m@,
washgloth that was covering the foad and ﬂﬁ%ﬁ?ﬁnﬁm,
attemptled to cutit with a butter knife, then
attempted to bite/eat the washcioth. The resident
ﬁnalﬂiy gave up and put the washcloth down on the
table. No staff intervened during the resident's
attempt to eat the washclath, ﬁf_"‘g\;igg :ffgiggtmﬁf
Observation on June 8, 2012, at 14:20 a.m, e, i A
revealed the rasident sitting at the lunch tabls | #5 was counseled % the time
with a bowl of soup with the soup spilling ento the of the incident by A.D.QLN.
table. Continued observation revealed the . !
resident attempted to use a spaon to eat the soup Step 4. Resultz of QA '
from the bowi, but the bowl was empty except for | monitoring will be forwarded
awashcloth. Continued observation revealed the | 1 QA commitree for ’;:t';'"
resident attempted to hite and chew the and further recommendation.
washcloth, and no staff assisted or intervened,
Interview on June 7, 2012, at 11:40 a.m., in the
D-wing dining raom with Certifled Nurse Assistant
#5 confimed the resident occaslonally will -
attempt fo eat washcloths that are used to wash
the hands, due to the resident's confusion and
hlindness.
Interview on June 7, 2012, at 2:50 p.m., in the
staff education room with the Administrator and
the Director of Nursing confirmed the resident's
dignity was not maintained when the resident was
L allowed to attempt to eat the washcloth.
Eveet [0 WaVFH1 Facliity 1D: TN4401 If continuation shest Page 5 of 21
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F 242 | 483.15(h) SELF-DETERMINATION - RIGHT TG F 242 P24z 72
$88=D | MAKE GHQIGES :
| Step L, 6112012 Resident
. . s |
The resident has the right to cheose activities, + #24 Upen nursing
schedules, and heaith care consistent with his or documentation review DON
her Interests, agsessments, ang plans of care; and Soclal Service staft
interact with members of the community both | Tterviewed and informed .
inside and outsitie the facility; and make choices  rosldemt #24 of self
about aspeats of his o her life in the facllity that j mnf“‘“ e right to
are significant to the resident. o at time o
; nterview resident vojced
i Understanding or care, CNA
. ) . #2 and LPN #2 were
This REQUIREMENT is riot met as evidenced counseled on resident righs
by: . by D.O.N, en &/11/2012,
Based oh medical recorg review, observation, '
and interview, the facility failed to honor request ! Stop 2. All staffin-serviced —
for one resident (#24) of thirty-eight residents . &y D.ON, AD.ON, on self H
' Tights begiming 6/19/2012
The findings included: and ending 71312012,
. Sep3. D.ON, AD.ON. 1o
Resident #24 was admitted to the facility on make rounds and monitor five
January 12, 2009, with diagnoses including Acute residents weekly for thres f
Respiratory Failure, Cersbrovascular Acgident months beginning 6/25/2012. |
with Left Hemiplegia, Chronic Obstructive Rasidqnts will be intervicwed i
Pulmonary Disease {GORD), Anemia, Diabetes, | :ﬁs{irdmsulhmr :ﬂt; 1o w f
landie m’ (NG "'“@"'.'me' - - 0ices. Upon itqu. y
B Fra . | veview of care plan MDS |
Medical record review of the Minimum Data Set sy o maior and. |
dated April 17, 2012, revesied the resident was resident rights of choice ane |
independent with daily decision making, was abile address promptly with DON,
to make needs known, required extensive . ADON, S8 for correction
assistance of ane persar; for transfers, and did -
-nofwalk, : 8tzp 4, Results of QA rounds
[ will be forwarded ta QA
Medical record review of the Care Plan dated commities for review and
April18, 2012, revealed "...Resident had DX fusther zecommandation,
{diagnosis) of COPD...Encourage frequent rest
perinds..."
| .
Faclity ID; TN£401 If continuation sheet Pags & of 21
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) 10
PREFIX
 Tag

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENGY-MUST BE PRECEDED BY FULL
REGLLATORY OR LSC IDENTIFYING INFORMATION} .

PROVIDER'S PLAN OF GORRECTIGN

D (X5)
PREFIX (EACH CORRECTIVE ACTION EHOULD BE GDMDI;LFEHDN,

TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

F 242

F 247
- 88=D

% égiicalion Yaom, confirmed LPN £2 had told CNA

Continued From page 6

Observation an June 4, 2012, at 2:35 p.m.,
revezled the resident sitting in 2 wheslehair in the
resident's reom with the call light tumed on,
Continued observation revealed Certified Nursing
Assistant (CNA) #2 entered the resident's room
and the resident stated was tirad and requestsd
to be fransferred to the bed to lie down and rest,
Continued observation revaaled CNA 2 told the
resident weuld ask the nurse if the resident could
be transferred to the bed. Ohservation on June
4, 2012, at 2:40 p.m.,, revealed CNA #2 ratymed
to the resident's room and told the resident, the
nurse said the resident could not be retumed to
bed until after supper,

interview on June 4, 2012, at 2:37 p.m., with the
resident, in the resident's room, revealed the
resident had baen aasisted o the whaelchair at
approximately 8:15 a.m., and had heen in the
wheelchair since, except for toileting.. Continued
interview revealed the resident was fired and’
wanted to lie down on the bed.

Interview on June 5, 2012, at 4:00 p.m., with
,J:,ipgg%gﬁqgﬁggl@lmse@wm)m.--in=the staff

{ #2, on Jurie'd, 2012, the resident was not to be

transferred to.bed until the supper meal was over.
483.15(e)(2) RIGHT TO NOTICE BEFORE
ROOM/ROOMMATE CHANGE

A resident has the right to receive notice pefore
the resident's room or reommate in the facility is
changed.

This REQUIREMENT is not met as evidenced

F 242

F 247

L

71312

FORM CMS-2567(02-88) Pravious Versions Ohsolate Event 1D:WaVFiT
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DEFIGIENGY)
i F247 “
F 247 | Cantinued Fro e7 F2 .
b}rntmuel From pag 47 : Step 1. Rosident #10 was nor
N . . . ardverss] ted by
Based on medical record raview and intarview, ! m:mfeﬁ::g: ¥ the 7612012
the facllity failed to provide prior notification of a [ All residems ang Fanily
new room-mate assignment for one resident members to by notificd of any
{#10) of thirty-sight residents reviewed, roommate and/er room
) ! changes in_advapce. before
The findings inciuged: | roommate is assigned
. * Documentation by staff will
Resident #10 was admittad to the faciity on be f-;fmflg:g ands putin
Dscember 6, 2011, with diagnoses including g:ll:r?iln:tur zydmis's‘;f:m“s
Hyperteqsmn. Alzheimer's Type Dementia, and Caordinatr will address gad
Depression. : doeumens residents Tespanse
. .. . to roommate end how the
Medical record review of the re-admission residents are. adjusting to
Minimum Data Set assessment, dated February I rommate 3-5 days afier room
21, 2012, revealed the resident was cognitively change. Chart reviewsioudits
Intact, scoring a fiftaen of fifteeen an the Breif W“ftse "g‘gﬁﬂmﬂfﬂlgz
. : Foom/roo; changes by
Interview for Mental Status.  DON, ADON
Medical racard review of the Sacial Service notes ﬁmﬂ;"ﬂg ng's 1
and Nurses Notes for resident #10, revealed no on cutrent and ol} frture
documentation of prior netification to the resident residents beginning 6/19/2012,
prior to admitting anather resident into the roam
on May 16, 2012, ' Step 3, D.ON, and AD.ON,
. will monitor stafF for threc ;
. iméerview.with the resident-on June 4, 2012, at months conceming raommate |
32090, and on June 6, 2012, at 10:45 am., - and/or reom changes 1o insure :
revealad the resident had resided in the same drgmm_m“/“" is “gﬂbl’ :
room.since-admission. Continued interview i mn’:’;[‘ét”‘:d“:;’e Eﬁi&m";“‘ W
révealed on May 16, 2012, the facility admitted resident aad fmily boing
anather resident into the roam, withaut prior notified of roomraommate.
notification to resident #10 of the impending change by Socinl Services and
room-mate assignment, sccompanying docomentation
moiETae ase _ gy
Interview with the front office staff, and the o
Director of Nursing, on June 6, 2012, at 3:40p.m., 51_'?;- fDRcsults of monitoring
in the front office, revealed no documentation ;:’ﬂ' o :‘r:::dr:t:i?ana:d
resident #10 received prior notification, writtan or J m‘mwmmm endation.
Evant (D: WaVF11 Faciiy ID; TN4401 If continuation sheet Page 8 of 21
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A qualified social worker i an Individual with a
bachelor's degree in sacial work ar g bachelor's
degree in a human services field including but not
limited to socialogy, special educatian,
rehabilitation counseling, and psychology; and
one year of supervised social work experience in
& health care setting waorking directly with
individuais,

This REQUIREMENT is not met as evidenced
by:

Bésed on review of facllity paraonnal record, and
interview, the facility failed to employ a qualified
social worker,

The findings included:
Review of s soclal service personnel recard

revesled the Social Servies Director did not have
the qualifications of a Social Worker.

F235]

Step 1. Previous licensed
Social Worker was dismissed
in December 2011, Beginnhing
. inDecamber 2011, notices

' have been sent to (2) local
newspapers and caresr centers
for licensed Social Warker
applications,

Step 2 No resident was
affncted in the abseace of
licensed Social Worker.
Resident’s needs and concemns
handled appropriately by stif

Step 3 Make sure the facility
. has a full time licensed Socia
Worker.

STYATEMENT OF DEFICIENGIES (X1} PROVIDER/SLIPPLIER/ICLIA {X2) MULTIPLE GONSTRUCTION {3} RATE SURYGY
AND PLAN OF CORRECTION ICENTIFIGATION NUMBER: COMPLETED
A BUILDING
445272 B. WING 06/0712012
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE, ZIP CODE
1340 N GRUNDY QUARLES HWY P O BOX 7
MABRY HEM;‘TH CARE, GAINESBORO, TN 3B552
Xa) I " .. BUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION,
TAG REGULATORY OR L.SC: IDENTIFYING INFORMATION) TAG CROSI-REFERENCED TO THE APPROPRIATE BATE
. OEFICIENCY)
F 247 | Continued From page 8 F 247
verbal, of the new admission to the resident's
roam.
F 251 483.15(g)(2)&(3) QUALIFICATIONS OF SOCIAL F 251 6/2112
§s=D{ WORKER > 120 REDS
A facility with mare than 120 beds must employ a
qualified sosial worker on a fui-ime basis.

Interview with the Social Servica Director on June Step 4 Ensure licensed Social
5, 2012, at 3:53 p.m., in the front office, ravealed Worker Is at the freilityro
the Social Warker had not completed a maet requlations
bachelor's degree in Social Work or a bachelor's .
degree in a Human Services fisld.
‘Interview with the Administrator on June 7, 2012,
L at 3:00 p.m., in the staff education room revesled
FORM CMS-2667(02-99) Provious Verslans Obsoletg Evant 1D:WAVF11 Facility ID; TN4401 If continuation sheet Page ¢ of 21°
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CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NO. 0938-0394 ,
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445272 B. WING 06/07/2012
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MABRY HEALTH CARE.

STREET ADDRESS, CITY, STATE, 2IF CODE
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(%) 1D SUMMARY STATEMENT OF DEFICIENGIES iD FROVIDER'S FLAN OF GORRECTION 5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE SAMPLETION'
TAG REGLLATORY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE DATE
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F 251 | Continued From page 9 F 281
the facility failed to employee a qualified Social
Warker.
F 322 | 4B3.25(h} FREE OF ACCIDENT Fa23 70612012
§8=D | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the resident
envirenment remains as free of sccident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
pravent acecidents, .
F323
This REQUIREMENT s not met as evidenced ' Step 1, Resident #9 and #12
by: | wers assessed by nursing and
Based on medical record review, observation, ‘ wete not found &b",ﬂd}’gﬁ““
and interviaw, the facility failed to ensure 3 safaty i m gyue E:; in ?h izlr mr_:g
device was functionzl and to safely iift one - I under mmepnfs agllla. CNA
resident (#3), failed to ensure a safety device was #6 nd #7 n-gerviced by
in place for one residept (#67), and failed to D.ON on 6/11/2012 in
safely transfer one resident (#1 2) of thirty-eight transfarring techniques and
residents reviewed, . : use of gait bslt, Resident 467
was assessed by nursing and
e findings incl : was not found to be adversely
. ‘Th* d{gg(\in 'UdEd affectod duc to body alarm not
Resident #9 was admitted to the facilty on R et
January 14, 2007, with diagnoses including f fu"f;iﬁ“;fg e b’;,” '
Syncope and Coliapse, Histary of Osteoarthritis, body alarm not secured to
Hypertensive Cardiovascutar Disease, ang wheelchair. Body alarms :
Dizbetes. assessed for correct plecement |
' . and proper function by D.ON. -
| Medical-recard: review of the Minimum Data Set on 6/11/2012. Al staff
(MDS) dated April 14, 2012, revealed the resident counscled by A.D.O, N, and
had severely impaired cognitive skills, required P.T.A, on €/25/2012 g’.
limited assist of one persan with transfers, P"‘;‘]P:’ m‘;ﬁ ‘:ﬂ d “"!"':_
required extensive assistance of two persans with ;_”;a i afity devicen prop
walking, and had no falls since the pricr g
EventD:WAVFM ' Faclity ID: TN440T If comtinuation shaet Page 10 of 21
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SLIPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {K3) DATE SURVEY
AND PLAN OF CORRESTION IDENTIFICATION NUMBER: COMPLETED

A BULDING
445272 B. WING 06/07/2012

NAME OF PROVIDER COR SURPLIER

STREET ADDORESS, CITY, STATE, ZIP GODE
1340 N GRUNDY QUARLES HWY P 0 BOX 7

T premeNySanaied’A wic. . skin tear noted to

resident was at high risk for falls,

Medical record review of the Care Plan dated
April 18, 2012, revealed ",.Resident has history
of falls...Body afarm when up In chair

Observation on June 6, 2012, at 3:25 p.m., with
the Directar of Nursing (DON), revealed the
resident sitting in a wheelchair with a body alarm
clipped to the left shoulder, and the base of the
alarm was attached fo the back of the wheslchair.

Medical recard review of a nursing note dated
dJune 4, 2012, at 8:00 p.m., reveaied *Calied to
room per residents roommate. Resident sitting in
floor on buttocks facing the bed with bilat
(bilateral) arms @ (at) sides ot {and) legs
stretched outward in front of person under the
bed. wic (wheeichair) @ bedside. Alarm -
attached to resident ciothing but did not sound.
Alamm string did not detach from base. Base not

anterior‘aspectLLE (lsft lower extremity) approx

3.5cm (centimeters),..”

Telephone interview on June 7, 2012, al 8:45
a.m., with Licensed Practical Nurse (LPN) #3
confirmed when the resident fall on June 4, 2012,
-the-base-of the-alarm-was not attached to the
wheelchair, and therefore did not sound.

Obéawation en June 7, 2012, at 10:05 a.m.,

AD.ON. All licensed and
certificd staff in-serviced on
praper use of and spplying of
safety deviees beginning
G19/2012 1o be completed by
71312012 with ongoing
education to be provided as
needed by D.ON., AD.ON., !
and P.T.A ]
Step 3. D.ON,, ADON, |
MDS Nurse will maks rounds;
three times weekly forthres
months o monitor use of gait
belt for transferring and for
lpraper use of and applying
safety devices starting on
6/25/2012
Therapy staff will complate
screest of masidents with each
Admit, Quarterly and 08
1BS3CSSI0ENT 10 revisw residents
thet may be ot risk 1o assure
Proper gait transfers are boing
utitized by staff and to instry;
ew transfers techniques if |

eeded evidenee by I’
{

cumentation of fimctional
lan log. for exch schedued
idetit B

tep 4. Resuits of QA,
manforing will be forwarded
Ito QA commrittes for review

MABRY HEALTH CARE GAINESBORO, TN 38562
SUMMARY STATEMENT OF DEE|CIENGIES D PROVIDER'S PLAN OF GORRECTION 5)
;ﬁ%:lgc (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMDIZ'\L‘F‘EHGN
TAG REGULATQORY DR LSC IDENTIFYING INFORMATICON) - TAG CROSS-REFEREBJS%;%CT;I)E APPROPRIATE
'F 323 Continued From pags 10 F 323 F 323 (cont'd)
assessment. - {Step 2. Licensed and certifieq
. . )  Staffing serviced on thee yge
Medical record review of the Fall Risk _ of guit belt and transfeming
Assessment dated April 2, 2012, revealed the techniques beginning
6/19/2012 by D.ON.,

revealed resident #9 seated on a chair ta e and further recommendation.
weighed in the shower reom. Continued
‘ Event ID; W4VF11 Feaifiy ID: TN4401 if continuation shest Page 11 of 21
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CENTERS FOR MEDICARE & MEDICAID SERVICES
[ sTavement oF DEFIGIENCIES {X1} PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

448272

{¥2) MULTIPLE GONSTRUGTION (xa\gé}:'gsuww

A, BUILDING

8. WING 86/07/2012

NANE OF PROVIDER QR SUPPLIER
MABRY HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIF CODE
1340 N GRUNDY QUARLES HWY P 0 BOX 7

GAINESBORO, TN 38562

(X4} D - BUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX {FACK CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED 70 'THE APPROFRIATE
’ DEFICIENGY)

i .
GOM.legTION
QATE

F 323/ Continued From page 11
observation revealed the resident's feet did not

their arms under the resident's axilla area and
Iifted the residentto the back of the chair,

DON, in the Staff Education Office, revealed a
gait balt was to be used when lifting or

was not lifted safely when repositioned to the
back of the chair in the shower room.

21, 2012, with diagnoses including Weakness,

in Walking.

2012, revealed the resident had severely
impaired cognitive skilis, required fimited

and had.no falls.since prior. assessment,
Madleal recard review of the Fall Risk
Assessment dated May 22, 2012, revealed the
resident was at high risk for falls,

“wheelchair...”

Observation on June 6, 2012, at 11:02 a.m, in
the dining room, with the DON, revealed the

L

touch the floor. Gontinued observation revealed
the DON and a Certified Nursing Assistant placed

Interview on- June 7, 2012, at 10:55 a.m., with the

transferring residents, and confimed residant #o

Resident #87 was admitted to the facility on May
Decline in Activities of Daily Living, and Difficulty

Medical record review of the MDS dated May 28,

assistance af ane person with transfers, raguired
extensive assistance of two persons with walking,

Medical record review of the Care Plan updated
June 3, 2012, revealed “...body alarm when up in

resident in the wheelchair with the body atarm not
cormected to the resident. Interview at this time,

.~

F 323

FORM CMS.2587(02+99) Previous Verslens Obsolate ' Evant 1D: WavF11
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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445272
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0610712012

NAME OF PROVIDER OR SUPPLIER
MABRY HEALTH CARE

GAINESBORO, TN 38562

STREET ARDRESS, CITY, STATE, ZIP CODE
1240 N GRUNRY QUARLES HWY P O BOX 7

X4 1B SUMMARY SBTATEMENT OF DEFICIENCIES
FREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REQULATORY OR LSC IDENTIFYING INFORMATICN)

3]
FREFIX
TAG

PROVIDER'S BLAN OF CORRECTION e .
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROBS-REFERENCED TO THE APPROFRIATE DATE
CEFICIENCY}

F 323 | Continued From page 12

with the DON, confirmed the body alarm was not
attached to the resident,

Resldent #12 was admitted to the facility on
January 21, 2012, with diagnoses including
Dementia, Alzheimer's Disease, and Depression.

Medical record review of the MDS dated Aprit 30,
2012, revealed the resident had severaly
impaired cognitive skills, totally depandent of two
persans far transfers, did not ambulate, and had
no falls since prior assessment.

Observation on June 8, 2012, at 12:53 p.m., in
the D-hall spa room, revealed resident #12

seated in & geri-chair to be foileted in the spa
room. Continued observation revealed Certified
Nurse Aide (CNA) #8 and §7 placsd their arms
tnder the resident's axilla area lifieg and
transferred'the resident to the shower chair,
Further chservation after toileting revealed CNA
#8 and #7 placed their arms under the axilla area,
lifted the resident, and transferred the resident

hack to the geri-chair.

" Hnterviewrdn Jine 7, 2012, at 10:55 a.m., with the
‘DON, inthe Staff Education Office, revealed g
gait belt was 1o he ysed when lifting or
transferring residents, and confirmed resident
#12 was not lifted safsly. -

F 354 483.30(b) WAIVER-RN 8 HRS 7 DAYS/WK,
$8=F | FULL-TIME DON :

Except when waived under paragraph (c) or (d) of
this section, the facility must use the serviges of a
registerad nurse for at least 8 consecutive hours
a day, 7 days a week,

L

F 323

F 354

71312

FORM CMS5-2667(02-80) Previcus Varsions Obsafats Evant ID:W4vF19

Facity 10 TN4401

If eontinuation shaet Page 13 of 21
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DEPARTMENT OF HEALTH AND MUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT GF DEFICIENGIES X1) PROVIDER/SURPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DAYE SuRveY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
445272 B WiNG 06/07/2012
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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MABRY HEALTH CARE GAINESEORO, TN 38562
X4y 1D SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION =5 .
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRELTIVE ACTION SHOLILD BE EOMPLETION
TAG REGLLATORY OR LSC 10ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE BATE
) DEFIGIENCY}
F 354 | Continued From page 13 F 354
Except when waived under paragraph () or (d) of
this seation, the facility must designate a Fi54
registered nurse fo sarve as the director of
nursing on a full time basis. . Step L. An RN in piace as
' D.O.N. effective 6/7/2012,
The director of nursing may serve as a charge . . S D
nurse only when the facility has an average dafly Step 2. In the abserice ofa
occupancy of 60 or fawer residents. . RN a5 D.ON, resident’s
needs and conceras were
! hanc!led by nu:.smg staff and
Th_is REQUIREMENT s not met as evidenced i ;ﬂ’gﬁfgﬁﬁsﬁnﬂ
by: . . ) residant care and concerns.
Based on facility dosumentation review and .
interview, the facility faited to employ a full time Step 3. Administmtar will
registered nurse in the role of Director of Nursing monitor and make surcthe
as required. facility hag . bl time RN |
‘ designated ag D.ON. ;
The findings included: Step 4. Admind wil
Observation and interview during the survey - | keep QA commiltee informed
and invoived regarding BN as
entrance conference on June 4, 2012, at 5:20 D.O.N. st facility fall irme o
am., In the staff education room with Licansed ! meet regulations.
Practical Nurse (LPN #4) and the Administrator :
revealed LPN #4 was introduced as the Rirector
.5 Newsing (DO far thedaclity.
‘Revigw of documents provided by the facllity, an
June 4, 2012, revealed the List of Key Personnel,
dated January 9, 2012, identified LPN #4 as the
DON. Centinued documentation review revealsd ,
a natice, on company letterhead, dated Octobar .
14, 2011, stating "(LPN #4) will be Mabry Health L .
Care's acting Directar of Nursing.” -
Interview with the Administrator and LPN #4, on
June 7, 2012, at 2:35 p.m., in the staf
-| developiment raom, confirmed there was no
waiver related to Nursing Services for the faciity,
FORM GMS-2567(02-50) Previous Verslons Obsolata Evant I10: W4vF11 Feclify ID: TNA4D1 If cormtinuation sheet Page 14 of 21
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MABRY HEALTH CARE.

STREET ADDRESS, CITY, STATE, ZIF CODE
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DEFICIENGY}
F 354 | Continued From page 14 F 354
Continued interview confirmed LPN #4 had been
acting in the DON rofe since October 14, 2011,
and a full ime Ragistared Nurse was not
| employed for that pesition as Tequired.
F 361 | 483.35(z) QUALIFIED DIETITIAN - DIRECTOR F 361 7/aM2
38=F | QF FQOD SVCS -
. - F351

bt ':'fb;f: -

The fercility must employ a qualified dictitian efther
full-time, part-time, or on a consultant basis,

If a qualified dietitian is not employed full-tirme, the
facility must designate 7 person to serve as the
director of faod service who receives frequently
schaduled consultation from a qualified dietitian,

A qualified diefitian is one who is quslified based
upon sither registration by the Commission on’
Dictellc Registration of the American Dietatic
Association, or-on the basis of education, training,
OF experience in identification of distary neads,
planning, and implementation of dietary
programs,

This REQUIREMENT _is nat met as.evidenced

“Based on interview the facility failed to provide
qualified dietician or a Director of Foad Services

!

; Step 1. R.D. cmployed with

| this facility for six or seven

yaars has been on leave for six
wesks, The R.D, will retyrn

in July 2012, The facility '
Administeapor will asslst with -
any distary concerns that

&rise.

Step 2. No resident was '
affected in the shsence of R.DD,
The foellity Adrministrator

. took care of afl dietary

COTCRITS. )

Step 3. The facility
Administrator will monitor for
epproptists staff. The fasility
Administrator will meka surg
the facility has & full-time
R.D, or dietary manager with

¢ cotsubing RD,

FORM CMS-2567(02-68) Pravious Versluns Chsaiala Event 10: W4VF11

on 2 full ime basis. Step 4. Facflity Administrator
The findings inciuded: ﬁmﬁfﬁﬁnﬁﬁﬁ?
meet reguiations,
Interview-on-dune &, 2012, at 3:30 p.m., atthe . . Administrazor will kezp QA
A/B nursa's station with the Registered Dietician ! committes informed of all
(RD) revealed the RD-worked three days a week dietary soneeyns,
and no Dietary Manager was employed by the .
facility on a full time basis,
L Faciity (D; TN44D1 If continuation sheet Page 15 of 21
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o | SLIMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY RULL

REGULATORY OR LSG IDENTIFYING INFORMATION}
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F 361 { Continued From page 15

Interview on June 7, 2012, at 2:30 p.m., in the
student education room with the Administrator
confirmed the facility empioyed the RD for three

time Distary Manager or Director of Food
Services,

F 441 | 483,65 INFECTION CONTROL, PREVENT
§8=D | SPREAD, LINENS

The faciiity must estabiish and maintain an
safe, sanitary and comfortable environment and
of disease and infection.

(a) Infection Caritred Pragram -

The facilty must establisk an Infection Cantrol
Pregram under which it -

in the faclitty;
(2) Decides what pracedures, such as isolation,
should be applied to an individyal resident; and

actions related to infestions,

- 1{byPeaverting Spread ofinfection

{1) When the Infaction Control Program
determines that a resident needs isolation to
prevent the spreéad of infection, the facility must
isolate the rasidant. _

(2) The facllity must prohibit employees with &
communicable disease or infected skin lesions

days a week and the facility did not employ a full

Infection Contro! Program designed to provide a

to help pravent the development and fransmission

(1) investigates, controts, and prevents infections

(3) Maintains a racord of incidents and corrective

L

F 381

Faq1| 713112

| daveny

F441

Step 1. LEN #2 hns been re-
educated on hand weshing
policy. No residents were
found to be adversely affected
by norse not following had
washing policy. LPN #5 was
re-educated an glove policy,
No residents was found 1o be
edversely affectad by nurse
net following policy,

Step 2. Licensed and certified |
staft in-serviced on infection
eontrol policy beginning
6/253/2012 by D.ON,,

Step 3. D.ON, AD.ON,
MDS Nurse will monitor staff
during medication pass three
times weekly for thres months
for proper hand washing and
giove usape

Step 4, Resultsof QA
menitoring wifl be forwarded

- from-direat contact with residents-or-their fond, if to QA committee for review
direct contact will transmit the diseass, and further recommendation,
(3) The faciitty must require staff to wash their 7/6/2012
hands after each direct resident contact for whigh
hand washing is Indicated by accepted
professional practice.
Evanl D! W4VF11 Fasllity 1D: TW4401 If continuatien sheet Page 16 of 21
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prepared resident #57's medjcations; and

" Thands.

Continued From page 16

{c) Linens .
Personne! must handle, store, process and
fransport linens so as to prevent the spread of
infection.

This REQUIREMENT is rat met as evidenced
by:

Based on observation, facility policy review, and
interview, the facility.failed to maintain infection
control during med-pass for one resident {#57),
and failed to apply gloves prier to administering
an insulin injection for one resident {#70) of
thirty-eight residents raviewed.

The findings included:

Observation on Jurnie 5, 2012, at 11:40 am. an
the A/B Mall, revealed Licensed Practical Nurse
(LPN) #2 passing medications. Continued
obgervation revealed LPN #2 exited resident
#57's mom after administering medications,

HEWRH HHE Fedications without washing the

Review of faciiity palicy, Hand ‘Washing, no date,
revaaled "...wash hands before and after caring

for each resident...”

Intervisw on-June 5, 2012, at 11:45 a.m., with
LPN #2, in the A/B hall, ravealed hands should be
washed or sarnitized between resident contact
and confimed the hands were not washed or
sanitized between administering medications to
the residents,

F 441
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Observation on June 7, 2012, at 7:30 a.m.,
revealed LPN #5 administered an insulin injection
1o resident #70 with ungloved hands.

Review of the Gloves Policy, no date, reveaied .
"...use dispasable gloves when there is potential
exposure to blood..."

Interview on June 7, 2012, at 7:30 a.m., with LPN
#5, at the time of the observation, revealed
gloves were to be worp when there is potential
contact with blood or body fluids, and confirmed
gioves were notwom when the insulin injection
was administered to the resident.
483.70(d)(1){vi)-{vii), (d)(2) BEDROOMS -
WINDOW/FLOOR, BED/FURNITURE/CLOSET

F 451
§8=F

Bedreoms must have at least one window o the
outside; and have g fioor at or above grade level.

The facility must provide each resident with--
(i) A separate bed of praper.size and height for
the convenience of the resident;

_ _(n) A claan somfor:tablenmﬂress

TR appraprite to the weather and

cha&e.nand

(W) Functional fumniture appropriate to the
resident ' s needs, and individual closet space in
the reslident * s bedroom with clothes racks and
shelves accessible to the resident,

CMS, er-in-the-case of a nursing facility the
survey agency, may permit variations in
requirements specified in paragraphs (d){1)(i) and
(ii)-of this section relating {o rooms in individual
cases when the facility dsmanstrates in writing
that the variations—

-

F 441
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L e Tasidemwas unable to opan the closet doer,

(i} Ara Int accordance with the special needs of the
residents; and
(ii) Will not adversely affect residents' health

and safety.

This REQUIREMENT Is not met as evidenced

by:
Based on observation and interview, the facility
falled to pravide closet space accessible (o one
resident (#35) of thirty-eight residents reviewed.

The findings included:

Resident #35 was admitted to the facility on
October 28, 2008, with diagnoses including
Scoliasis, Lumbar Strain, and. Qrtho Hypotension.

Observation on June 8, 2012, at 4:20 p.m., in the
resident's reom, revealed the residentin a
wheelchair attempting fo access the closet
designated for the resident Continued
abservation.revealed the residents roommate’'s
hedwasRoifredinTant6fthe claset door, and

Obsarvation on June 7, 2012, at 11:00a.m., in the
resident's room, revealed tha resident in a
wheeichair and the roommata's bed was
positioned in front of the closet door. Interview
with the resident,-at this-time, confimed the
resident is unable to access the closet and would
like to access personal belongings.

Interview with the Nursing Home Administrator on
June 7, 2012, at 9:10 a.m., in the resident's roam,

F 4a1

| Step 1. Resident #35 was not
eble o access her designated
closet In ey wheglchair,
Admissions Ceurdinator and
AD.ON. went and spoke with
resident regerding room
location. The arly way 10
insure the resident is abie to
bocess closst in wheelehair;
the would need to move to
another hall in the feility,
Resident informed staff that
she did not want to mave from
her present room, This
resident's choios to remain in |
her present room is
documented with har signaturs |
in her chart. This residentis !
satisfied with facility saff !
sssisting hor. Regidentis stiil |
making her owr: choices
regarding her clothing, she is
only being assisted by staff,
The room this rasident
eteupics is configured for twa
' peTson gecupency,
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conﬁnng:{:l th[e facility failed to provide the resident Step2, Resident #35 is mot
accessible closet space. adversely affected by her 7/6/2012
F 520 ; 483.75(0)(1) QAA F 520  ingbility to aeeess her closet =
s8s=F | COMMITTEE-MEMBERS/MEET ! She prefers to have the staff
QUARTERLY/PLANS assist with access to clothing.
| Step3. Faciity saffwill
A facility must maintain a quality assessment and dlsouss room issignment wih
assurance committes consisting of the director of ; t’f“bc ¢ Rnafor tamily member
; i surc resident is satisfied
nursing services; a physician designated by the ! with room and amemities
facility; and at least 3 other members of the g '
facility's staff. " Step 4. Results will be
forwarded fo QA cotamitieg
The qua[ity assesament and assurance for review and farther
carnmittee meets at least quarterly to identify recommendation.
issues with respert to which quality assessment
-and assurancs activities are necessary: and
develops and implernents appropriste plans of
action to corract identified quality deficiencies,
A State or the Secretary may not require
diseélosure of the records of such committee
except insofar as such disclosure is related ta the
compliance of such commiftee with the
e -Jr;_.".',‘ »%Wms ﬁemn-
Gaad faitl'r attempts by the commities to identify .
and correct guslity deficlencies will not be used as
a hasls for sanctions.
This REQUIREMENT is not met as evidenced i
by - I
Based on review of facility documentation and
interview, the factlity falied to ensure a Physician
lesignated by the facility atiended and
participated in the faclity's Quality Assessment
and Assurance (QA) Committee.
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The findings includad:
Review of sigh in sheets for the quarterly Quality f
Assessment and Assurance Committee meetings |
dated June 2011 through May 2012, revesled the F 320 o / 7/
Physician failed to attend the mestings. / e
. Step 1,
Interview with the Medical Diragtor by telephone Physician/Medical Director
on June &, 2012, at 3:30 p.m., confirmed the for facility will attend and
Fhysician does nat attend or participate i the QA participate in the facility’s
‘meetings. qnality essessment and
. assurance committec
Interview with the Direstor of Nursing on June 7, Step2. DON. ADONto
2012, at 1:30 p.m., in the staff education room, ::Ejucg sarter]
aliab quarterly QA
confirmed a Physician did not attend ar meeting, ;
participate in the Quality Assezsment and QA committes will congistof |
Assurance program. (Medical Director),
(Administrator), {D,ON.), i
(A.D,ON.), (Registered )
Dietician), (Admissions i
Coordinator), (Acting Sociai /
Warker), (MDS Coordinator) ;
Step 3. D.ON, AD.ON. will |
ar, menitor QA mectings and ;
) ensure designated staff ;
members anend quarrerly !
| mestings, :
I
Step 4. Results will be
farwarded 1o QA commitges
- for revicw and further -
recommendation.
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